Introduction
Anorexia nervosa (AN) is currently the third most common chronic disease among female adolescents. 1 It is the disorder with the highest crude mortality rate among all psychiatric disorders (5.6% in 10 years), which is 6 to 12.82 times higher than the expected rate for similar healthy populations. [2] [3] [4] More than half of the deaths occur due to medical complications of eating disorders (ED). 5 Bulimia nervosa (BN) seems to have a more favorable prognosis, but with a relapse rate of 30 to 50%. 2, 6 A complicating factor in adolescence is that diagnostic criteria are originally designed for adults; as a result, 50 to 70% of the adolescent patients are diagnosed with atypical or partial presentations of ED, delaying diagnosis and appropriate treatment. 2, 7 Young subjects with ED may present serious biological, psychological, and social outcomes, with a great impact on their development. 4 ED are prevalent in both developed and developing countries. 2, 8 Notwithstanding, the sociodemographic and clinical characteristics of these young patients are better known in developed countries, [9] [10] [11] [12] and there are few studies with large samples including only children or adolescents, as is the case of the present study. 2 In Brazil, the characteristics of this population are not completely known, and there are still few specialized childhood and adolescence ED services. 13, 14 The alarming number of patients awaiting treatment and the long time on waiting lists (on average, 22 months for a referral service in Brazil 13 ) leads to a severe, chaotic situation.
Longer periods of ED symptoms seem to be associated with an unfavorable prognosis, with a direct influence on treatment compliance and possibly on morbidity and mortality rates. 15 Knowledge of the sociodemographic and clinical profile of the young Brazilian population with ED may help plan more effective therapeutic strategies and optimize treatment. It may also help create qualified services for these patients, within our country and culture, contributing to maximize the currently scarce allocation of resources.
The objective of this study was to assess the sociodemographic profile and clinical characteristics of children and adolescents seen at a multidisciplinary service specialized in the treatment of children and adolescents with ED in São Paulo, Brazil, 14 and to compare data with the reference scientific literature.
Methods

Setting
The study was performed at the Outpatient and 
Ethical issues
The study was approved by the Research Ethics
Committee of Hospital das Clínicas da Universidade de São Paulo (protocol no. 0800/08). All patients and their legal guardians signed a free and informed consent form prior to their inclusion in the study.
Sampling
The ED onset and the beginning of psychiatric comorbidities was classified as "before" (comorbidities whose symptoms started before ED symptoms) and "during" (comorbidities whose symptoms started after the onset of ED symptoms).
The following ED symptoms were classified as positive according DSM-IV-TR diagnostic specifications: fear of gaining weight, food restriction, compulsion, excessive physical exercises, vomiting, and menstruation. 16 The variables collected and analyzed were distributed into five groups: Subjects were divided in two ED subgroups. The AN group included young subjects with AN, both full and partial syndromes according to DSM-IV-TR criteria. 16 The BN group included patients with both full and partial BN, also according to DSM-IV-TR criteria. 16 The analysis was performed in the total sample and also in the two ED subgroups. The eleven patients admitted for family treatment were excluded from the analyses of gender, person responsible, and ED diagnosis.
In order to identify the presence of significant differences between treatment types, a comparison between PROTAD inpatients and outpatients was performed as of October 2006.
Statistical analysis
All statistical analyses were performed using the 
Results
A total of 106 patients were enrolled in PROTAD with a diagnosis of full or partial ED. Six subjects were excluded due to insufficient data. As a result, 100
patients comprised the final sample. Of these, 77 (77%) subjects were included in the AN group, and 23 (23%)
in the BN group. The sociodemographic profile of the sample is detailed in Table 1 . One patient with partial BN was 9 years old upon enrollment in PROTAD. This was the youngest patient enrolled. The female/male ratio was approximately 12:1.
The most prevalent family structure was the intact one (69%). In 88% of the cases, the mother took The prevalence of full AN syndrome was 43%; of these, 32% were of the restrictive and 12% of the purgative subtype. The prevalence of full BN syndrome
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was 17%. The sum of full AN and full BN syndromes was 60%. The prevalence of partial AN was 32%; of these, 8% were restrictive and 14% purgative, and the prevalence of partial BN was 9%; the sum of both partial ED syndromes was 41%.
ED clinical features are described in Table 2 . Illness duration and the search for previous treatment were significantly different between the two ED groups (p < 0.01).
In terms of nutrition, both ED groups were mostly eutrophic: 67.5% in the AN group and 56.5% in the Of the total sample, 74 (74%) patients presented a psychiatric comorbidity. The prevalence of comorbidities is shown in Table 3 . system. Less favored economic tiers were present in the sample, confirming that ED is not exclusive of higher economic tiers. 10, 24, 25 Also, similarly to the relevant literature, a family history of psychiatric disorders was very frequent.
2,9
Clinical profile
The higher prevalence of full ED syndromes in this sample is in disagreement with most clinical trials, which point to partial forms as more common among adolescents. 7, 27, 28 The long duration of ED before treatment among Brazilian patients (mean: 21 months)
as compared to a mean of 11 to 15 months in other studies, 29, 30 in addition to the difficult access to specialized treatment for ED, may have been responsible for the higher number of patients with clinical presentations reaching diagnostic criteria for the full AN and BN syndromes. A 2003 study with patients on a waiting list at the same unit where the present research was conducted had already reported a similar finding: the mean waiting time for treatment was then 22 months, and 61.2% of the subjects had full ED syndromes. 13 The fact that these samples were selected at a tertiary psychiatric service probably explains the more severe disorders found compared to samples recruited at community services, primary or secondary services.
The partial forms of ED had a significant prevalence, even though they were not predominant. This may have been due to two symptoms observed in this sample that were part of the diagnostic criteria of DSM-IV-TR for AN and were reassessed in DSM-5. 7, 29 One of them, present in 67.5% of the AN group, was an eutrophic nutritional profile rather than the expected malnutrition. 7, 27, 29 According to the literature, this may occur at this age due to a downshift in the BMI/age percentile curve, which may indicate an acute ED even within a normal wide percentile range. 7, 27, 29 Therefore, an eutrophic nutritional profile should not exclude the diagnosis of AN. 31 Another symptom that has been questioned by the scientific community is amenorrhea. 7 Five girls from this sample had not had their first period, and 22 girls already had menstrual cycles at the beginning of the trial.
In this sample, full and partial AN syndromes, especially of the restrictive subtype, were more frequent in younger subjects (mean age: 15.19 years), whereas full and partial BN syndromes were more common in older adolescents (mean age: 16.18 years). [31] [32] [33] The only exception was a 9-year-old female patient with partial BN who had an important ED family history.
Our patients presented symptoms characteristic of ED in childhood and adolescence, which is in agreement with the literature. 12, 29 Food restriction was the most prevalent symptom, followed by exercises in the AN group and vomiting in the BN group. Compulsion occurred mostly in the BN group. 9, 29 The AN and BN groups were different in terms of weight, BMI, nutrition, and menstrual periods, mostly due to the typical clinical presentation of each disorder according to DSM-IV-TR criteria. 16 Some results were highlighted due to their importance and potential implications. Patients admitted to PROTAD had an early onset of ED, at approximately 13 years of age, and were therefore part of a different ED subgroup, called early-onset group. 22 Moreover, it took our patients almost 24 months to get to a specialized service, much longer than the time reported in developed countries (11 to 15 months). 29, 30 The interval was even longer in the BN group, probably because in this disorder symptoms tend to remain secret and their physical consequences unnoticed. Patients with AN, a more evident disease due to the weight loss and organic changes involved, had tried other services before, but without success.
When comparing different types of treatment, hospitalized patients showed more pronounced physical damage, as indicated by BMI indices. ED duration was almost three times longer among admitted patients as compared to nonhospitalized ones.
Psychiatric comorbidities
Psychiatric comorbidities were very frequent in our patients. Mood disorders were the most prevalent comorbidity, and major depressive disorder the most common diagnosis in both ED subgroups. In most cases, the affective disorder started during ED, which is in accordance with the literature. [34] [35] [36] This finding may corroborate the hypothesis that mood disorders occur more frequently as a consequence of ED, due to complex interactions between several biological, psychological, and relationship factors. 34, 35 Anxiety disorders were also frequent. In both groups, general anxiety disorder, social phobia, obsessivecompulsive disorder, and non-specified anxiety disorders were the most frequent comorbidities, however at different frequencies. In general, anxiety disorders started after ED, which again is in line with previous studies. 9, 37, 38 These findings confirm the hypothesis that ED and anxiety disorders may share the same etiologic factors, and that anxiety disorders may increase the risk of ED. 35, 36 Comorbidities usually have negative influences on the course and prognosis of ED. 7, 37 In addition, as confirmed in this study, they influence treatment strategies: diagnostic assessments have to be detailed and comprehensive in order to identify these disorders. 
Impact
In our sample, all patients presented a significant impact on function due to ED, regardless of the presence of psychiatric comorbidities. This was even more evident among hospitalized patients, whose CGAS scores showed a significantly limited functional capacity at home, at school, or in society. In fact, the higher number of patients who required this type of treatment may serve as an alert to the severity that ED may reach, even among very young patients, as shown in other studies. 2, 10, 31, 39 In addition, it indicates that these patients only received specialized treatment after their symptoms became severe.
All the findings above point to a precarious, unprepared health care structure, whose slowness in diagnosing and treating ED in childhood and adolescence may be responsible for a worse prognosis and potentially more serious consequences. In addition, the costs of chronic diseases are high for society as a whole, imposing financial burdens related with long treatments, medication use, hospitalizations, and parental unemployment. Most of these subjects could probably have been treated in the outpatient setting, with much lower financial, personal, and social costs, had they been diagnosed earlier. Unfortunately, the Brazilian health care system seems to be going in an opposite direction from established scientific knowledge, which recommends early treatment of psychiatric disorders in childhood and adolescence, including ED. 2, 10, 13, 31, 39 This study has limitations inherent to cross-sectional trials, especially the difficulty establishing a temporal relationship between the study variables and the outcome (ED). Other limitations were the use of a clinical sample, which makes it difficult to extrapolate results to community subjects, and the inclusion of both outpatient and inpatient subjects, with different disease severities.
Conclusion
This cross-sectional study allowed us to improve our knowledge about the sociodemographic and clinical characteristics of young Brazilian patients with ED, as well as to compare them with other data available in the relevant literature. Our population was similar to others in most of the parameters assessed.
The high prevalence of psychiatric comorbidities, the early onset of ED, the long time elapsed between ED onset and the start of specialized treatment, and the higher severity observed in hospitalized patients show that ED in childhood and adolescence is still a challenge for health care services and professionals in Brazil. We believe that our results may contribute to reinforce the importance of ED as a diagnostic hypothesis in clinical practice at primary health centers and hospitals, help promote the development of more rational and effective investigational, diagnostic, and treatment strategies, and finally help establish new services for Brazilian children and adolescents with ED.
